MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . =83-0142477

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE FILE NUMBER
0O NOT WRITE Registration District No. -._ng =memmeeaPrimery Registration Dmnd No. u-mz____kegimu’a No. _____AL___

ON THIS STUB AMENDED

T2 USUAL lESIDEIIlCE {Where deceassed lived. |f institition: Residence bafore

n. COUNTY m!biﬂlipgi &. STATE Mesour 11:. COUNTY Mieal | 4 *dmission) )

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. COHI’!Y tnside Limits

13w Bt. James Township ‘| 26 yeare TOWN  Bap Yes O No BB

. FULL NAME OF {If NOT. in hospital, give location) Inside Limits d. STREET {I¥ cutside, give location} Reside on Farm
HOSPITAL ADDRESS

OR
insrmution  Residence Yes @ No Ll Rt. #1, Whiting Commnif{y*0 WX
i rP:AME OF Pf)CEASED First Middle Last 4. Dé\gﬁ Month Day Year
ype or prin -
Leslie Argues - Comer DEATH March 11, 1963
5 SEX & COLOR OR RACE 7. Married g Never Married [J |8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

&le mt‘ Widowed [ Divorced [J 10/51[89 73 Maaths | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COI

during most mihleni.l ife, even if ratired) Farm Lor etto, Tom u 8.A

L ]
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Dan.Gomer Ollie Bzell _____ |Claudie Lou Powall Comer _
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 18, SOCIAL SECURITY NO. [17. INFORMANT Address

(Yes, Ny o unknown)‘(lf yas, give war or dates d Mre. Olaudie comer’ Rt. #1’ E. Praj.r'ie, Mo.

18. CAUSE OF DEATH (Enter only one cause py INTERVAL BETWEEN
PART I. DEATH WAS CAUSED B i QNSET AND DEATH

IMMEDIATE CAUSE (o} Chroniec Mvoecarditis

.
¥S5 300
Rev. 4/59

2 74

DATE AMENDED

DOCUMENT

which gave rise to
shove  cause (),
stating the v er-J
lying cauke -last DUE TO {c):

PART II. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TQ DEATH but not related to the terminal PART ill. If deceased was female was
- disease condition given in PART 1 (s8) - there a pregnancy in last 90 days,

I“D Yes l O Ne I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in.PART | or PART 1] of ifem 18.) -
PERFORMED m} 0 [w] .
YES[] NO .

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
- p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about heme, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, streat, office bldg., et}
NOT WHILE AT WORK [

Conditions, (fany.l DUE TG (b} Arteriosclerosis
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MEDICAL CERTIFICATION

¢

21, | nnendm:.l the decessed from dan. IJ' 19561 Mar L] Igll%Lmd last saiw Rie;,allve on Mares IO : | 1963

Death occurred at. i m on the date stated above, and to the best of my knowledge, from the causes stated.
-ATl.Illi - i 22b, ADDRESS p ] 22¢c. DATE SIGNED

‘e 3- /4 - {3

[F3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) [Stare)

232. BURIAL, ), 3
W/ ‘ Odd Fellows Cemstery Gharleston, Missouri
24, FUNERAL DIR

ADDRESS 25. DATE RECD. 8Y LOCAL REG. |26, REGI TRAR'S‘SIGNATUI!

MoMikle, Eagt Prairie, Missouri o

1t on Reverse Side)

USE BLACK INK

SHOULD.READ

_TYPEWRITER RIBBON

ITEM NO.

- BY. AFFIDAVIT OF




L AN

R ter 6 F

LY

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No._\j#L
a P.O. Addresswi,/ /LMJ-; Wﬂ'

Note: , The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revecation of license).
. if embalmed by a STUDENT, he also shall sign in his OWN handwriting. '
If this body is not embalmed, fact should be so stated above.

Colie rmdeolill ) ey .

=




